88/29/2a13 15:53 6381561 LAUGHLIN PAGE 83/26
DEPARTMENT OF HEALTH AND HUMAN SERVICES | PRINTED: 08/23/2013

FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAD SERVICES 4S5 = T[22 9113 OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/CL 1A LE GONSTRUG "
AND PLAN DF CORRECTION &n IDENTIFICATION NUNBER: zcguhlﬁ:;:;; CONSTRUGTION (xsjgéTME"LsngV'?
445254 B, WING 08/15/2013
NAME OF PROVIDER OR SUPPRLIER STREET ACDRESS, ClTY! STATE, ZIP CODE

801 E MCKEE ST

LAUG H
HLIN HEALTH CARE CENTER GREENEVILLE, TN 37743

X4} 1D SUMMARY STATEMENT QF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 1)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEOBY FULL . PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-REFEREgEcFE&Eg CTYH]E AFPPROPRIATE DATE
Lauvghlin Hesltheare Center
F 000 | INITIAL COMMENTS : F 00| ackmowledges that during the Annual
Recertification Survey and Complaint
An annual recertification and complaint E:S;g;: O;ufgzm;fﬁgﬁdﬁfm
investigation #32026 were completed on August citegd“wm’e At the complaint
15, 2013, at Laughlin Health Care Center. No investigation #32026 under 42 CFR Part
deficiencies were cited refated to complaint 3;183 quuiremcn 15 for Logs Term Care
investigation #32026 under 42 CFR Part 483, Pacilidles. 2
Requirements for Long Term Care Faclities.
F 164 | 483.10(e), 483.75(1)(4) PERSONAL F 164 488 F 164 PERSO
$5=D | PRIVACY/CONFIDENTIALITY OF RECORDS P e Te e ¥ 164 PRRSONAL
The resident has the right to personal privacy and RECORDS
conﬁdentiality of his or her pel‘sonal and ¢linical REQUTREMENT: The resident has the
recorus.. right to personal privacy and confidentiality

‘privacy i - is orh al and clinical records.
Personal privacy includes accommodations, of his or her person m

rnedical freatment, written and telephone Personal privacy includes accommodations
‘eommuniications, personal care, visits, and- medical treatment, written and teleshone
meetings-of family and resident groups, but this communications, persona) care, visits, and
does not require the facility o provide a private meetings offamﬁy and midem’ gfwl;ss bt
room for each resident. this does not require the facility to provide a

Except as provided in paragraph (e)(3) of this private room for each resident.

section, the resident may approve or refuse the . ey
release of parsonal ard clinical records to any %ﬁiﬁﬂ?ﬁ;gmptmmwy"gwm@(i)c?_f
individual outs!de the facrl:ty. refuse the release of personal and clinical

The resident's 'rigih't‘ltu refuse release of parsonal records to any individual outside the facliy.

and clinical records does not apply when the i s

resident is transferred to another health care “ec’::‘ld:n“é ::Emghc;ltger:of:;: ;i_ﬁsz Iy

institution; or record release is required by law. pers 0L app
e when the resident is transfeared to another

The facility must keep confidential all information }I:salth r;a:;is‘::ﬁrhon; or vecord release is

contained in the resident’s records, regardless of e !

the form or storage methods, except when " .

release is required by transfer to another gﬁﬂg ?guit;:fg - %iﬁg?;;;{ls

healthcare institution; law; third party payment records, regardiess of the form or storage

contrast; or the resident.
Continue to page 2 of 19
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F 164 | Continued From page 1 F164 Continued from page 1 of 19
methods, except when release is required by
This REQUIREMENT is not met as evidenced transfer to another healtbcare institution;
by - law; third ent contract; or the
Based on obgervation and interview, the facility resident, Py pRYme :
failed to maintain confidentiality of medical
information for one resident {#4) of thirly POC:
residents reviewed. 1. LPN was provided in-service education
on 8/27/13 regarding mamtaining
The findings included: confidentiality of Medical Records.
' - 2. All pursing staff will recetve fp-service
Resident #4 was admitted to the facility on June edneation on providing patient
17, 2010, with diagnoses including Diabetes confidentiatity. This will be completed
Meliitus, Alzheimer's Disease, Chronic Airway by 9/06/13.
Obstruction, Urinary Tract Infection, Depression, 3. Al nursing staff will receive an in-
and Chronic Pain. service education regarding thie facility
. o . . confidentiality policy, with emphasis on
Observation during a staff interview on August 13, confidentiality of individual reaident
2013, at 3:00 p.m., in the east wing dining area rocords. -
revealed Licensed Practical Nurse (LPN #2) 4. The DON, ADON and nurse managers
seafed inthe Assistant Director of Nursing's will monitor for compliante during
(ADON} Office with the ADON, Continued daily observation and follow-up
observation revealed the ADON and LPN #2 findings will be addressed in the
discussed the medical history and diagnoses of Monthly QA Mestings.
1 resident #4 as they reviewed the medical record. September 6, 2013
Continued observation revealed a resident seated
in @ wheelchair behind LPN #2 and the ADON in
the ADON office. Continued observation
revealed the resident peered over the shoulders
of LPN #2 and the ADON and viewed the open
chartas the ADON and LPN #2 discussed the
clinical status of resident #4.
Interview with LPN #2 on August 13, 2013, at
3:10 p.m., in the east wing dining room confirmed
the facility had failed to protect confidentiality of
the medical record for resident 4.
F 241)483.15(a) DIGNITY AND RESPECT OF F 241] 483.15(=) F 241 DIGNITY AND
$3=p | INDIVIDUALITY RESPECT OF INDIVIDUALITY
Continne 1o page 3 of 19
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Continued From'page 2

The facility must promote care for residents in a
manner and in an environment that maintzins or
enharces each resident's dignity and respect in
full recognition of his or her individuaity.

This REQUIREMENT is not met as evidenced
by: .

Based on observation and interview, the facility
failed to promete an environment fo maintain and
enhance dignity for six of thirty-four residents
abserved,

The findings included:

QObsérvation on August 12, 2013, at 12:30 p.m., at
the west wing nurse’s station revealed five
residents (#36, #86,#35, #42, #66) sitting in front
of the nurse's station in the hallway eating lunch.

Observation en August 13, 2013, at 8:15a.m., at |

the west wing nurse's station revealed five
Tesidents (#36, #86, #35, #42, #66) sitting in the
hallway in front of the nurse's station eating
breskiast, - '

Observation on August 13, 2013, at 8:30 am,, at
the east wing nurse's station revealed one
resident (#85) in the hallway in front of the nurse's
siation eating breakfast,

Interview on August 15, 2013, at 10:30 a.m., at
the east wing nurse's station with Licensed
Practical Nurse (LPN #1) revealed the residents
were in the hallway because there was not
enough room in the small dining rooms.
Continued interview with LPN #1 confirmed the
facility had failed to maintain the resident's

REQUIREMENT: The facility nmust
promote care for residents in a mamyer and
jn an exvironment that maintaing or

[ enhances cach resident’s dignity and respect
in full recognition of his or her individuality.

POC: .

1. Al residents that sjt in the hallway in
Front of the mursing stations for dining
have been interviewed and al] but # 86
1nsist that they remain in the haliway
sitting in front of the nursing station for
dining, and this s resident right and
resident choice. Resident #86 has been
moved mto the West Wing small dining
toom for dining,

2. New admissions will be encouraged to
eat in main dining roomn 1mless cortra-
indicated by safety issues. If safety
issue is a concemn, the patient will be
placed in small dintog room and
encouraged to have all mesls in that
area,

3. The area in the hallways in front of the
nursing stations will now be designated
a5 an extended dining area, with a sign
placed outside the small dining rooms
designating the area as an extension of
the dining room. Appropriate tables
will be added to the area during dinjng.

4. The DON, ADON, Wing Managers
and/or designees will assess residents
on admissien for safest dining area and
will be placed appropriszely. Current
residents will be encomraged to eatin
small dining areas but their chojces and
tights will be honored. Current
tesidents in dining area have been care

Continued to page 4 of 19
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F 241 | Continued From page 3 F 241 plannied according to their choice.
dignity. September @, 2013
F 244 | 483,15(c){6) LISTEN/ACT ON GROUP F 244
$5=D | GRIEVANCE/RECOMMENDATION 483.15(c)(6) ¥ 244 LYSTEN/ACT ON
' GROUP T
When a resident or family group exists, the facility GRIEVANCERECOMMENDATION

musi listen to the views and act upon the
grievances and recommendations of residents
and families concerning proposed palicy and
operational decisions affecting resident care and
life in the facility.

This REQUIREMENT is not met as evidenced
by:

Based.on review of Resident Council Minutes
and interview, the facifity failed to address
grievances made during Resident Councit
meetings for six of the last seven months.

The findings included:

Review of the Resident Council Minutes dated
January 24, 2013, revealed ".. Nursing: There

1 were two complaints this month about night shift
CNAs (Certified Nursing Assistants)...not
answering the call lights in a imely fashion...
(residents) were waiting a long time after
answering the call lights before (CNA’s were)
corming to take éare of thern...”

Review of Resident Council Minutes dated
February 24,2013, revealed "...Nursing...Some
felt call lights were not getting answered as soon
as they need to he by staff...All complaints
forwarded to appropriate departments. Will follow
up on concerns,.."

Review of Resident Council Minutes dated March

1

REQUIREMENT: When a resident or
famfily group exists, the facility must listen
to the views and act upon the grievances and
recomamendations of residents and families
concerning proposed policy and operatiopal
decisions affecting resident care and life fn

the facility.

POC:

1. The facility will conduct initial and
periodic checks of each residents call
light for correct placement, The
eoncemns of the residents from the
resident council meeting will be typed
and sent to the Department Heads
within 24 hours of the pesident council
meeting and the concerns will be
nvestigated and addressed by the
Department Heads in 2 meeting within a
week. The results of the investigations
and the interventions implemented wili
be brought before the resident council
in the next scheduled meeting,

2. Allresident grievances will be treated
with respect and an investigation af
each grisvance will be condncted and
appropriate interventions will be
implementad.

3. The QA Nurse will be conducting
periodic assessment of call light

- placement, and if deficient practice does
Continue to page 5 0T 19
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COMFLETION

F 244

Continued From page 4

28, 2013, revealed "...Nursing: 1. Couple of
residents said they have not been able to reach
their call light in their room._..Council members
request this be discussed with the Director of
Mursing..."

Review of Resident Council Minutes for May 23,
2013, June 27, 2013, and July 25, 2013, revealed
grievances related to the call lights not being
answered in a timely manner,

Interview with the Resident Council President on
August 14, 2013, at 1:10 p.m., in the resident's
room revealed there had not been any resolution
of the resident's concerns. Continued interview
corfirmed no Tollow up had occurred.

Interview with the Activity Director in the Activity
office on August 14, 2013, at 1:50 p.m., revealed
when grievances are identified during the council
meetihg a copy of the council minutes are
emailed to ail department heads. Continued
interview with the Activity Director confimmed there
had not been any follow up completed for the
grievances by the Activity Director. Continued
interview with the Activity Director revealed the
Adminisirator also received copies of the minutes
and was aware of the grievances.

Interview with the Administrator on August 14,
2013, at 2:10 p.m., in the Administrator's office
revealed the Resident Council minutes were
reviewed at Department Head meetings.
Coniinued interview revealed no tracking o follow
up had been completed with the Resident council.
When asked if there had been any meetings
concerning the grievances documented at the
Resident Council meeting since January 2013 the

F 244

Administrator stated "no.” The Administrator

" DON, ADON, Wing Managers,

Continued from page 4 of 19
oceuT, an in-service will be given to all
facility staff.

This process will be monitorzd by the

Activity Director, Administrater, Sooial
Services and Resident Couvncil members
to assure that the grievances are being
addressed Monthly resident counci
meetings will contimue to be monitored
for all grievances expressed.
September ﬁr 2013
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F 244 | Continued From page 5 F 244
confimed the facility had falled to act upon the
Resident Council grievances.
F 252 | 483.15(h)(1) F 252| 483.15(h)(1) F 252
$5= | SAFE/CLEAN/COMFORTABLE/MOMELIKE » | SAFE/CLEAN/COMFORTABLE/HOM
ENVIRONMENT ELIKE ENVIRONMENT '
The facility must provide a safs, clean, REQUIREMENT: The fzeiity must
comfortable and homelike environment, allowing provide a safe, clean, comfortabls and
the resident'to use his or her personal belongings homelike environment, allowing the resident
1o the extent possible. to use his or her personal belongings to the
: . extent possible.
This REQUIREMENT is not met as evidenced POC:
by: _ 1. The facility will promote care for
Based on observation, review of facility policy, Tesidents in a maoner and in an
and imterview, the facility failed to maintain a envivonment that maintaing or enhatcos
homelike atmosphere during dining activities in each resident’s dignity. The CNAs will
one of three dining areas obsarved, ask the residents in the main dining
' - room. if they prefer to use clothing
The findings included: protectors during meals,
2. Other residents in the facility, other than
Observation on August 12, 2013, from 12:20 fo the main dining area will be asked if
12:50 p.m., in the main dining hall revealed facility they prefer to use clothing protectors
staff members placed clothing protectors on during meals.
twenty of twenty-two residents without asking the 3. Anin-service will be given tg afl
residenis if they preferred to Lse clothing nursing staff on the importance of
protectors during the rneal. asking residents before placing clothing
. ' protoctors. This will be done in respect
Observation an August 13, 2013, from 8:30 a.m. of resident's dignity,
to 8:42 a.m., in the main dining hall revealed 4. This process will be monitored by
facility staff members placed clothing protectors DON, ADON, Wing Menagers, and
on eight-of eight observed residents without Activity Director to asyure respect of
asking the residents if they preferred to use resident’s dignity. Periodic in-service
clothing protectors during the meal. will be given, to ensure this practice
cotrtinnes,
Observation on August 14, 2013, at 5:00 p.m., in September 4, 2013
the main dining hall revealed clothing protectors
in use for twenty-three of twenty-three residents.
Event 1D; QLNB1S Faclfity I0: TN3002 Hf continuation sheet Page 6of 18
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DEFICIENCY)

F 252 | Continued Frem page 6

Review of facility policy, Feeding the Resident,
revised March 2005 revealed *...use special
atticles as indicated,..”

Interview with the Director of Nursing (DON) on
August 18, 2013, af 3:20 p.m., in the DON's office
confirmed the staff had failed to ask each
resident's permission prior to using the clothing
protectors prior to the application of the clothing
protectors. Continued interview confirmed the
facility had failed to maintain a homelike
atmosphere in the main dining area,

F 272 | 483.20(b}(1) COMPREHENSIVE

58=0 | ASSESSMENTS

The facility must conduct initially and periodically
& comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive

F 252

F 272 483.20(b)(1) F 272 COMPREBENSIVE
ASSESSMENTS

REQUIREMENT: The facitity must
conduct initially and periodically a
comprehensive, accurate, standardized
repraducible assessment of each resident’s
functional capacity.

assessment of a resident’s needs, using the A facility must make a comprehensive

resident assessment instrument (RALI) specified assesstoent of & resident’s needs, using the

by the State. The assessment must include at resident assessmient instrument (RAT) :

least the following: ' specified by the State. The assessment moust

Identification and demographie information; inclnde at least the following;

Customary routing; - Tdentification and demographic information;

Cognitive pattems; Customary routine; '

Communication; Coguitive patterns;

Vision; . Cornmunication;

Mood and behavior patierns; Vision;

Psychosocial well-being; Mood and bebavior pattemns;

Physical functioning and structural problems; Psychosocial well-being;

Continence; ' Physical fimctioning and structiral

Disease diagnosis and heatth conditions; problems;

Dental and nutritional status; Continence;

Skin conditions; Continue to page 8 of 19 -
FORM CMS-2567{D2-00) Previowrs Varslons Dhaolate Event 10, QL.hB11 Facilty ©: TN3003 If continuation sheet Page 7 of 18
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Activity pursuit; Discase diagnosis and health conditions;
Madications; Dental and nutritional status;
Special treatments and procedures; Skin conditions;
Discharge potential: Activity pursuit;
Documentation of summary information regarding Medications;
the additional assessment performed on the care Special treatments and procedures;
areas triggered by the completion of the Minimurn Discharge potential;
Data Set (MQS); and o Documentation of summary information
Docurmentation of participation in assessment. regarding the additional assessment
' performed on the care areas triggered by the
completion of the Minimun Data Set
(MDS); and
Documentation of participation fn
assessment.
. . . POC:
This REQUIREMENT is not met as evidenced . 1. Ahead to toe assessment was
by: completed on resident #30 on August
Based on medical record review, observation, 29, 23313, withnt: other bmfs':ng noted,
and interview, the faclllty failed to assess for 2. Al cutront residents on anticoagulation
medication side effects for one (#30) of thirty medications have boen assessed for
residents reviewed, signs and symptons of bleeding.
o .3. Anin-service tyalln staff wil) be
The findings included: conducted on side effmmmff vl
. ’ anficoagulation. A woekly skin :
Resident #30 was admitted to the facility on June mmﬂ;ggt will be mﬁfﬂed by an RN
29, 2013, with diagnoses including Fractured on all residents. Current residents pp
Neck of Femur (hip fracture) and Diabstes anticoagnlation, incinding aspirin, have
Mellitus. i bad their current carc plans updated to
' ) ) : include side-effert of medication.
Medical record review of the Physician's orders 4. The DON, ADON, Wing Managers
revealed onJuly 31, 2013, the Physician stopped and/or de_u:ignecs v:rﬂ] monitor
the injectable anticoagulation (blood thinner} assessments for rcsidénts with
medication, Continued review of the Physician's anticoagulation therapy fm'amy
order dated August 2, 2013, revealed the and comnpliance on new admissions and
Physlcian erdered Aspirin 325 milligrams daily guarterly in coordination with MDS
(used as a blood thinner). schedule.
b
Review of the care plan dated July 12, 2013, September ‘7’ 2
FORM GMS$-2567{02:93) Previous Versions Obsoleta Event ID: GLNR11 Facity ID: TN300S i continuation sheet Page 8 of 19



88/29/2013 16:53 6381561

LAUGHLLIN PAGE 11/2§
PRINTED; 08/23/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BURDING COMPLETED
445264 B. WING 0811512013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
801 KEE ST
LAUGHLIN HEALTH CARE CENTER CREENSVILLE TN 37743
(X4} ID - SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION )
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnos&aemaegggggg ":I"I!:I)EAF'PROPRU\TE DATE

F 272 [ Continued From page 8

revealed "...Observe for signs of active bieeding,
purpura (bruises in the deep tissues), ecchymotic
areas (smail blue or purplish bruises), hematoma,
bleod in urine, bload in stools, hemoptysis (blood
in the sputum), elevated femp, pain in joints,
abdominal pain, epistaxis (nose bleed).."

Observation on August 12, 2013, at 3:00 p.m., in
the resident's room revealed a nickel sized bruise
on the left hand and several penny sized bruises
on the left arm. Interview with resldent #30
revealed the resident thought the bruises were a
result of bumping the hand/arym and due 1o the
medications the resident received.

Observation on August 14, 2013, at 3:15 p.m.,
near resident #30's room revealed a new bruise
on the resident’s right hand approximately 2
inches by 2 %2 inches, Resident #30 stated
"bumped my hand this morning."

Review of the Nurse's Notes dated on August 1,
2013 through August 13, 2013, revealed no
documentation of the resident's bruising.

Interview on August 15, 2013, at 11:00 a.m., near
the east riurse's desk with Licensed Practical
Nurse (LPN #1) revealed LPN #1 was the
resident's Charge Nurse for that day and was
unaware the resident had bruises on the hand
and arm. Continued interview confirmed the
bruises should have been assessed due to the
resident being on Aspirin.

F 279 | 483.20(d), 483.20(k)(1) DEVELOF

58=p | COMPREHENSIVE CARE PLANS

A facllity rmust use the results of the agsessment
to develop, review and revise the resident's

F 272

F 279 483.20(a), 483.20(k(1) F 279 DEVELOP
COMPREHEENSIVE CARE PLANS

REQUIREMENT: A facility must use the
Continue to page 10 of 19
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F 279 | Continued From page 9 F279| results of the assessment to develop, review

-| comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that mcludes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
neegs that are identified in the comprehensive
assessment,

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by: - '

Baged on medical record review, observation,
and interview, the facility failed to revise the care
plan of two (#6, #108) of thirty residents reviewed.

The findings included:

Resident #6 was admitted to the faciiity on July
28, 2013, with diagnoses including Surgical
Removal of Malignant Neoplasm of the Mandible,
Weakness, and Placement of Nasal Gastric Tube
(NG) {for foodfuids).

Review of the Hospita! Patient Summary daled
July 26, 2013, revealed resident #6 had
Physician's orders to keep the surgical sites clean
and dry, rinse mouth with warm salt water, to be
NPQ ({rothing by mouth} and fed via NG tube,

and revise the resident’s comprehensive plan
of care,

' The facility must develop a comprehensive
care plan for each resident that includes
measurable objectives and timetakles to
megt a resident’s medical, mrsing, and
mental and psychosacial needs that are
identified in the comprehensive assessment.

The carc plan must deseribe the services that
are to be fiurnishad to attain or maintain the
resident’s highest practicable physical,
mental, and psychosocial well-being as
required under ¢483.25; and any services
that would otherwise be required under
(483.25 bt see not provided due to the
resident’s exercisc of rights under 483.10,
nchuding the right to refuse treatment undey
g483.10(bX4).

POC:

L. The care plan of Resident #6 has been
updated to reflect mrouth care as ordered
by MD. The care plan of Resident #108
has been npdated to reflect range of
motion to affected arm per restorative
nursing program.

2. Residents with contractures will have
their care plan assessed for appropriate
mterventions relatad to contractures.
Residont #6 was recejving mouth care
a3 ordered by MD but intervention was
Tailed to be placed on carz plan upon
admission, but the care plan 15 now
updated to reflect mouth care.

Contimue to page 11 of 19
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F 279 i : Continued from page 10 of 19
Cu?trnuec? Frorr.l Page 10 F279 3. TUpon admission, residents will be
until swalfow study. assessed for comtracturcs and
. iate interventions d
Review of the Care Fian dated July 26, 2013, ;ﬁ’g_“p;u st ot aﬁ:ﬁ;ﬂ care
-revezaled no prablems or appreaches to provide foading methods will be cere planned
car¢ for the resident’s healing mouth. _ for appropriate mouth care
] ' _ admission and PRN, Cugrent residents
Observation on August 12, 2013, at 10:30 a.m., in will b assessed quarterly according to
the residert's room revealed the resident sitting In MDS schedule.
a wheelchair with a NG {ube in place. 4. The DON, ADON, Wing Managers
S . and/or designee will monito t
Observation an August 13, 2013, at 9:00 a.m., in alternate feﬁn residents for m;ﬁ;:s:;’t
the resident's room revealed the resident sitting in and appropriate intervention for the next
a wheelchair with the NG tube no longer present two weeks and then quarterly zecording
and fluids being administered via Intravenous to MDS schedule. Current resid
(). with contractares will be placed in a
. Cn ) resiorative pro dth i
Interview on'Augitst 14, 2013, at 8:40 a.m., with Do moniteond bm%‘m\r Pt
the East Unit Manager confirmed the resident's Wing Managers and /or d’ ionce.
condition "was very important” and not addressed Eslg;ep'tember 15. 2013
! L]

on the Care Plan.

Resident #108 was admitted to the facility on
January 10, 2012, with diagnoses including
Dementla, Seizure Disorder, and Hemiplegia
{loss of function on one side of the body).

Record review of the Physician's orders for
August 2013 revealed "...Restorative Nursing
Program 3X wk (week)..,"

Review of the Care Plan dated September 19,
2012, revealed no interventions for the right arm
contraciyre, ' .

Interview on August 14, 2013, at 4:20 p.m., with
the East Unji Manager at the east nurse's desk
corfirmed the care plan did not include any
interventions to address the arm contracture.
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F 308 | Confinued From page 11 F 309
48325 F 309 PROVIDE
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F309) CARE/SERVICES FOR HIGHEST
88=D | HIGHEST WELL BEING WELL BEING
Each resident must receive and the facility must REQUIREMENT: Each residsnt must

provide the necessary care and services to attain
o maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview, the facility falled to provide care as
directed by fhe care plan for one (#30) of thirty
residents reviewed., '

The findings included:

Resident #30 was admitted to the facility on June
28, 2013, with diagnoses including Fractured
Neck of Femur (hip fracture) and Diabetes
Mellius.

Review of the Care Plan dated July 12, 2013,
revealed "...Observe for signs of active bleeding,
purpura (bruises ir the deep tissues), ecchymotic
areas (small blue or purplish bruises), hematoma
(bruises), blood in uring, blood in stools,
hemoptysis {blood in the sputum), elevated temp,
pain in joints, abdominal pain, epistaxis (nose
bleed).."

QObservation on August 12, 2013, at 3:00 p.m., in
the resident's room revealed a nicke! sized bruise
on the left hand and several penny sized bruises
on the left arm. ' Interview reveaied the resident

roceive and the fecility must provide the
necessary eare and services to attain or
maimtain the highest prasticable physical,
menstal, and psychosocial well-being, m
accordance with the comprehensive -
asgessment and plan of care,

POC:

1. Rosident #30 has been assessed for
fucther signs aud syrptons of bleeding
as indicated on compréhensive care
plan. Complete skin assessment by
Wing Manager revealed no other skig
isspes.

2. A weekly head to toc skin assessment
will be conductad by RN and noted in
resident’s medical record.

3. Anin-service will be given by QA

. Nurse to Heensed nursing and CNA,
nursing regarding fmportant potential
side effects of anticoagulaints,

4. The DON, ADON, Wing Managers
and/or designees will conduct sicn
andits weekly for compliance. CNAs
will inspect skin daily during routine
care and report any problems tg their

charge nurse,
September ¢, 2013
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F 309! Continued From page 12 F 300

thought the bruises were a result of bumping the
haridfarm and due to the medications the resident
recejved.

Observation on August 14, 2013, at 3:15 p.m.,
near the resident's room revealed a new bruise
on the resident’s right hand, approximately 2
inches by 2)% Inches. Resident #30 stated
"bumped my hand this morming."

Review of the Nurse's Notes dated from August
1, 2013 through August 13, 2013, revealed no
_documentation of the resident’s bruising.

Interview on August 15, 2013, at 11:00 a.m., near
the east nurse's desk with Licensed Practical
Nurse (LPN #1) revealed LPN #1 was the
resident's Charge Nurse for that day and was
unaware the resident had bruises on the hand
and arm. |

Obsetvation of the resident on August 15, 2013,
at ;30 p.m., near the courtvard door with the
East Unit Manager revealed the Unit Manager
was unaware of the resident's bruising on both
hands and the left arm.

Interview on August 15, 2013, at 1:40 p.m., at the
east nurse's desk with the East Unit Manager
confirmed the resldent received Aspirin as an
anticoagulant and the resident was not monitored
for side effects of the medication.

F 323 483.25(h) FREE OF ACCIDENT F 323| 483.25() F 323 FREE, OF ACCIDENT
85=D | HAZARDS/SUPERVISION/DEVICES HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident REQUIREMENT: The facility must ensure
environment remains as free of accident hazards that the resident environmen remains as free
as is possible; and each resident receives Centinue to page 14 of 19
FORM CMB-2567(02-89) Previous Varsions Cheslete Evant ID: QLNB11 Facility ID: TN2003 If cantinuation sheet Page 13 of 15
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F 323 | Continued From page 13 F 323 Comtirwed from page 13 of 19
adequate supervision and assistance devices to of accident hazards as is possible; and each
prevent agcidents. ) ‘ resident receives adequate supervision and
assistance deviees to prevent accidents.
POC:
. 1. Resident #75 has been moved tg 2 Toom
This REQUIREMENT is not met as evidenced closer to the nursing station. Resident
by . care plan has been reviewed and
Based on medical record review, review of facility interventions revised.
investigation, observation, and interview, the 2. Licensed nurses have been re-educated
facility failed io implement new interventions after on the fall prevention program and
two falls for one (#75) of thirly residents reviewed. assessing residents post-fall for possible
new interventions smd updating
The findings included: plan. mae e
) 3. The DON, ADON, Wing Managers
Resident #75 was admitted to the facility on June and/or designees will complete random
22, 2012, with diagnoses including Dementia, andits of resident falls with care plan
Depression, Anxiety, Histary of Fall with Rib interventions weekly for one month,
Fractures, and Glaucoma. then quarterly in accordanee with MDS
. . agsessments,
Record review of a facility Investigation dated 4. The DON, ADON, Wing Managers
August 8, 2013, revealed after hearing the alarm and/or designees will present results i
sound a Certified Nurse Assistant found the monthly QA mectings forsevisions as
resident on the floor on the resident's knees trying needed
to gel into the bed (the resident had been in the September 6, 2013
w/c). Continued review revealed no injuries were >
found. Further review of the facility investigation
revealed ", Additional comments andfor steps
taken to prevent reacurrence: Resident is A/O
{alert and griented). Educated to calf for
assistance..."
Record review of a facility investigation dated
August 10, 2013, revealed "...Resident observed
sitting on mat on floor, stales...was tying to reach
the reacher and slid out, bed in low position...No
injuries...Additional comments and/or steps taken
to prevent redcurrence: Resident encouraged to
ask for assistance. Cortinue with mat for
Facily 10; THA003 if continuation sheet Paga 14of 19
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F 323

Fan
SS=F

Continued From page 14
safety..”

Review of the current Care Plan dated July 10,
2013, revealed approaches “...Bed and wic alann
1o alert staff of unassisted rising...Js unaware of
sately issues at times...Call light within reach.
Instuct._to use...call light for staff
assisiance., Staff assist x1 {or transfers, staff
assist X1 for ambulation, walker for stabllity, Staff
assist X1 for toileting, Continent of bowel...Bed in
lowest position when...is in bed with bedside
mat...Complete fall risk assessments routinely
per facility protocal...Have...wear gripper socks
when not wearing shoes to help prevent
Talls...Have...wear non-skid shoes when
ambulating...Observe for decrease or loss of
functional status...Observe for gait unsteadiness
when ambulating...,”

Observation on August 14, 2013, at 9:30 a.m., in
the resident's room revealed the resident lying in
a low bed with the call light within reach and a
mat beside the bed.

Interview on August 15, 2013, at 10:15 a.m., at
the east nurse’s desk with the East Unit Manager
confitmed no new interventions were put in place
to prevent another f2li after the August 8, 2013,
and August 10, 2013, falls.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Proture food from sources approved or
censidered satisfactory by Federal, State or local
authorities: and

(2) Stora, prepare, distribute and serve food
under sanitary conditions .

F 323

F 37

483.35(1) F 371 YOOD PROCURE,
STORE/PREPARE/SERVE-SANITARY

REQUIREMENT: The facility must-

(1) Procure food from senrces approved or
considered satisfactory by Federal, State
or local methorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions.

Contimue to page 16 0f .19
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F 371 | Continued From page 15 F371! poe: ,
1. 'Noresidents were found to be affected
by this citation.
2. The wet items were immediate]y
removed, the buttermilk was disposed
of inmpediately and thé ice machine was
This REQUIREMENT is not met as evidenced cmptied, the ice disposed of md the ice
bry: machine was cleaned and sanitized with
Based on observation and interview, the facility bleach, 50 no residents have the
failed to store plates in a sanitary manner, discard potential 1 be affected by this citation.
out of date milk, ard maintain the ice machine in 3. The dish machine was repaired on
a sanitary manner, August 13, 2013, and if any wet items
are found, they will be framediately
The findings included: removed and reswashed and sanitized
and air dried, The Dietary staff was in-
Observation with the Assistant Dietary Manager serviced on how to read expiration dates
during the initial tour on August 12, 2013, at 9:45 and the proper cleaning of all
a.m., revealed two wet divided plates and one wet equipment. Items are checked by
regular plate in the plate warmer: the reach in Dietary Supervisors prior to each meal
cooler had a guart size container of buttermilk, % for use by dates. The ice machine will
full with a use by date of August 6, 2013, dated as be emptied and cleaned twice a month,
opened on August 11, 2013; and the ice machine A bactetia growth prevention system in
had a pink ¢olored substance on the ice slide. ice machines will be installed. Dietary
: .. Supervisors will check the ahove items.
Interview with the Assistant Dietary Manager 4. The Dietary Supervisors will monitor to
during the observations canfirmed dishes need to assure plates are stored in a sanitary
be dry before storage to prevent cortamination, manger, ot of date items are discarded
the milk was out of date and should not be served and the ice machine ia maintained in a
to the residents, and the pink substance on the sanitary manner.
ice slide was unsanitary. September & 2013
F 372 { 483.35{)}{(3) DISPOSE GARBAGE & REFUSE Far2
s5=£ | PROPERLY . A83.35(1}(3) F 372 DISPOSE GARBAGE
& REFUSE PROPERLY
The facility must dispose of garbage and refuse
properly. REQUIREMENT: Tho facility trnst
dispose of garbage and refuse properly.
This REQUIREMENT is not met as evidenced POLC:
by: 1. Noresidents were affected in this
Continue to page 17 of 19
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable envirohment and
to help prevent tha development and transmission
of disease and infection.

(2} Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1} Investigates, controls, and prevents infections
in the facility,

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections.

{b) Preventiﬁg Spread of InfeétiOn
{1) When the Infection Control Program
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Based an observation and interview, the facility 1. No residents have the potentiat to be
failed to provide intact dumpsters to dispose of Heoted by this citation.
garbage appropriately for two of twa dumpsters. 3. A Welding Co. was contacted on
. . . ' August 27, 2013 by the Maintenance
The findings included: Director to repair the current dumpsters.
. . : . ital et est has been made
Observation with the Assistant Dietary Manager (f};iP; n eﬁ“&hﬁum;tacw anvd will be
on August 13, 2013, at 4:30 p.m., near the purchased when funding is approved
loading dock revealed one dumpster had white and available. All staff have been
liquid dripping from two areas an the bottom of reminded and in-serviced, and signs
the dumpster to the ground. Continued made to be posted o empty all
observation revealed the second dumpster had a containers prior to plasing in the trash
gap in the seam on the right side bottom with an cans
open area approximately 2 inches by 5 inches P . Technici
with trash visable, Interview with the Assistant 4 Enh; gﬁg I;{:;::In::;e ‘ﬁﬁc;n;:::mm.
Dleﬁgw Manager confirmed bath dumpsters were for proper integrity of dumpsters for
not intact for appropriaté disposal of garbage. approptiate disposal of parbage
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 September 13, 2013
55=D | SPREAD, LINENS »

483.65 F 441 INFECTION CONTROL,
PREVENT SPREAD, LTNENS

REQUIREMENT; The facility must
establish and maintain an Infection Control
Program designed to provide a safe, sanitary
and comfortable environment and o help
prevent the development and transmission of
disease and infection.

(a) Infection Control Program

The facility must establish an Infection

Control Program under which it-

(1) Investigates, contrgls, and prevents
infections in the facility;

{2} Decides what procedures, such as
isolation, should be applied to an
individual resident; and

(3) Maintains a record of incidents and

Continue to page 18 0f 19
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F 441 | Continued From page 17 F 441 cotroctive attions related to infectiops,

determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facllity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{(3).The Taciiity must require staff to wash their
hands afier each direct resident contact for which
hand washing is indicated by accepted
professional practice,

{c) Linens

Personnel must handle, store, process and
transpart linens so as to prevent the spread of
intaction.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to provide hand sanitation while assisting
residents with meals in two of four dining rooms.

The findings inctuded:

Observation on August 12, 2013, at 12:00 p.m., in
the restorative dining room revealed Restorative
Aide (RA#1) was assisting one resident with
holding the'spoon and fork. Continued
observation revealed occasionaily RA #1 used the
spoon and fork to feed the resident and wipe the
resident's rnouth with a napkin. Continued
observation revealed RA #1 removed the food
soiled lid of a sippy cup for another resident,
rinsed out the cup, poured ice tea into the sippy
cup, replaced the lid, and handed the sippy cup o
the other resident. Observation revealed without

(b) Preventing Spread of Infection

{1} When the Infection Control Program
determines that a resident needs
isolation to prevent the spread of
infection, the facility must isolate the
resident.

The facility most prohibit employees
with 2 comumumicable diszase or

@

infected skin lesions from direct contact

with residents or thejr food, if direct
confact will transmit the disease.

The facility must require staff to wash
their hands after each direct resident
contact for which hand washing i
indicated by accepted professional
practice.

(¢} Linens

Persormel must handlz, store, process and
transport hmeps so as to prevent the spread
of infection. '

G}

POC:

1. Restorstive aids and CNAs will be in-
services on correct procedure for hand
washing when assisting different
residents,

2. The DON, ADON, Wing Managers
and/or designees will monftor each
dining ares for ofher residents that
could be affected,

3. An in-service will be conducted for all
nursing staff on proper procodure for

hand washing when assisting more than
one resident, CNAs and restorative aids

will be provided small bottles of hand
Continue to page 19 of 19
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F 441 | Confinued From page 18 F 444 Continned from page 18 of 19
sanilizing the hands continued to assist/feed the :
first resident. sanitizer for cleaning hands when
assigting more than ene resident.
Interview on August 15,2013, at 10:00 a.m., with 4. The DON, ADON, Wing Manapers
RA#1 outside of the conference room confirmed andfor designees will monitor process
the hands were not sanitized after handling the each meal for one week and then
soiled sippy cup of another resident and monthly for six months and present
continuing to feed the first resident. findings to the QA Committes for
Observation of the west wing dining room on firther recommendsations i deficit
August 13, 2013, at 12:20 p.m., revealed Certified found,
Nursing Assistant (CNA #2) feeding two residents September §, 2013
at table number three. Observation revealed
CNA#2 put a spoonful of food in a resident's
mouth, wiped the resident's mouth with a napkin,
then turn and repeat the pracess with another
resident. .Continuad observation revealed CNA
#2 alternated between the two residents without
sanitizing hands between contact of the
residents.
Interview with CNA#2 at the time of the
occurrence confirmed the hands were not
santized betweesn residents.
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